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What are perianal abscesses?
An abscess is a localised collection of infected fluid. Although there are strict anatomical definitions for the different anorectal abscesses, initial management is the same in most cases and the term "perianal abscess" is generally used as a result ( fig 1⇓) . About 90% of idiopathic perianal abscesses occur because of infection of the cryptoglobular glands. 4 5 Most occur posteriorly and in the intersphincteric space, where the anal glands are located. 6 Abscesses are classified as superficial or deep in relation to the anal sphincter. If the infection bursts through the external sphincter, it will form an ischiorectal abscess. If it spreads laterally on both sides it can form a collection of sepsis, which forms a 'horseshoe' around the sphincters. Superior extension (supralevator abscess) beyond the puborectalis or the levators is rare and may represent iatrogenic injury (such as inadvertent injury from a fistula probe).
Who gets perianal abscesses?
Perianal abscesses are twice as common in men as in women, with a mean age of 40 years in both sexes. 7 8 Known risk factors associated with developing an abscess include inflammatory bowel disease, smoking, and HIV infection. 9 The most common presentations of abscesses are perianal (up to 60%) and ischiorectal. 6 10 Rarer causes include abdominal or pelvic infections (such as from diverticulitis), direct penetration of the anal wall (by chicken or fish bones or by anal digitation), perforation from low rectal or anal cancers, penetrating ulcers, 11 tuberculosis, 12 and actinomycosis. 13 There is no evidence that abscesses are related to personal hygiene or sedentary lifestyles. 14
How do they present?
Superficial abscesses present acutely as tender, localised, erythematous swellings, and some may present with discharge ( fig 2⇓) . Ischiorectal abscesses may take longer to become visible externally. They may present with vague pelvic or perianal pain and fever, and on examination the buttock may be red and indurated compared with the unaffected side. Digital rectal examination can be painful in the acute setting and can be postponed until examination under anaesthesia if appropriate Deep abscesses are often harder to diagnose. Patients may present with sepsis, even though there are no visible signs. Imaging may be required to confirm the diagnosis in these cases. A combination of systemic sepsis and a clinical history of recent pelvic infections, Crohn's disease, or previous anorectal sepsis may point to an underlying deep abscess.
When examining a patient with anal symptoms look for signs suggestive of alternative pathology, including fissures or thrombosed haemorrhoids. Sexually transmitted infection can also present with anal lesions and pain, as can malignancy.
Abscess or fistula?
In about a third of patients, a fistula is found either at the time or subsequent to abscess drainage. [10] [11] [12] [13] [14] [15] [16] Most fistulas arise on the background of a pre-existing abscess. 17 They may also occur spontaneously and (less commonly) in the context of There is no definitive means of preventing or predicting fistula occurrence or formation after abscess drainage. It was initially thought that detection of enteric organisms in the perianal abscess was associated with an increased risk of subsequent fistula formation. 18 However, a recent case series of 164 patients found no statistically significant association between the presence of gut-derived organisms and the development of a fistula (odds ratio 0.48 (95% confidence interval 0.17 to 1.37)) or recurrence of perianal abscess (odds ratio 1.66 (0.46 to 6.01)). 19 Furthermore, a multicentre, double-blinded randomised trial showed that antibiotic treatment after abscess drainage offered no protection against subsequent fistula formation. 20
How are abscesses managed?

In the community
Offer early referral to a surgical team for discussion of incision and drainage, and avoid prescribing trials of antibiotics in the community. The Royal College of Surgeons' guidelines on emergency surgery recommend that abscesses are ideally drained within 24 hours. 21 A double-blind randomised controlled trial and a prospective clinical trial found that the addition of antibiotics to drainage does not improve healing rates or reduce recurrence. 22 23 Because of the risk of deep infection, sepsis, and necrotising soft tissue infection, patients who are immunosuppressed, have diabetes, or have evidence of systemic sepsis or cellulitis require urgent drainage on the day of presentation.
Incision and drainage
Manage those with evidence of sepsis according to the "sepsis six" guidelines, 24 and treat the abscess with drainage of the trapped perianal sepsis. If the abscess is clinically evident, imaging is rarely required. Incision and drainage can be performed under general anaesthesia or local anaesthesia depending on the complexity of the case and patient preference.
Local anaesthesia is generally less effective in the presence of inflammation but is preferred in superficial abscesses or in pregnancy. Incision and drainage are performed after infiltration of the area with 1% lidocaine. Ethylene chloride spray can be used to numb the area immediately before infiltration.
If general anaesthesia is chosen, this allows for a detailed examination under anaesthesia, which includes an assessment of the anorectum with a rigid sigmoidscope and exploration of the abscess cavity. Examination findings that may suggest an underlying cause for the abscess such as Crohn's disease include proctitis, strictures, ulcers, fissures or complex or recurrent abscess drainage, and fistulas. Measurement of faecal calprotectin may be useful, as elevated calprotectin suggests inflammation within the intestine and may aid with diagnosis of Crohn's disease. Thus, if the above examination features are evident the patient should be offered a faecal calprotectin assay and referral to a gastroenterologist for endoscopic evaluation. Most abscesses are drained externally, but occasionally deep internal abscesses are drained into the anal canal.
In cases of severe pain without objective evidence of an abscess (and in the absence of another cause such as an anal fissure or a thrombosed haemorrhoid) at examination under anaesthesia, consider magnetic resonance imaging. Endoanal ultrasound is used in some centres to assess for perianal fistula, but its role is limited by pain in the acute setting.
A retrospective consecutive series of 500 patients with perianal abscesses found a re-operation rate of 7.6% (within 10 days of the operation) and concluded that the commonest reasons for these were incomplete drainage, premature skin closure, and missed loculations (rare in perianal abscesses). 25 In spite of evidence suggesting that treating an associated fistula in the acute setting reduces subsequent recurrence, 26 there is insufficient consensus to support surgeons undertaking immediate fistula treatment at incision and drainage of perianal abscesses, particularly if they are less experienced.
Postoperative management
After incision and drainage, the aim of treatment is to allow the cavity to heal by secondary intention. The options for managing the cavity are packing the wound ( fig 3⇓) or leaving the cavity open ( fig 4⇓) , with or without digitation (where the patient rubs the base of the wound) (table 1⇓). A systematic review of two randomised control trials found no evidence to support packing or non-packing, with respect to healing or quality of life. 29 A recent multicentre observational study of 141 patients from the UK found that packing was costly and dressing changes were associated with a twofold to threefold increase in pain scores. 30 Whichever approach is used, monitor the wound for worsening symptoms, persistent or spreading cellulitis, malaise or pyrexia, and inflammatory markers and discuss with the surgical team in the presence of any of these symptoms.
Follow up
Patients with their first perianal abscess in the absence of underlying disease can be discharged after drainage with advice to present to clinic if their abscess fails to heal, which refers to ongoing discharge, suggesting the presence of a fistula. Routine incision and drainage of uncomplicated anorectal abscesses do not require postoperative antibiotics-a randomised, controlled, multicentre trial showed no significant shortening of the healing time or any reduction in recurrence rate with antibiotics. 31 However, antibiotics may be of benefit in patients with systemic symptoms, extensive cellulitis, or underlying immunosuppression. 32 Offer patients with recurrent abscesses a review appointment with a surgeon for further investigation and treatment of any underlying fistula. If there is evidence of underlying conditions (such as Crohn's disease and hidradenitis suppurativa) refer to an appropriate specialist for treatment.
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Special circumstances: Crohn's disease
Perianal abscesses are a potential complication in Crohn's disease. Chronic immunosuppression, loose stools, and poor wound healing in this population make perianal sepsis treatment challenging. A retrospective study of 7218 patients with a perianal abscess or fistula found the complication rate was 24% in patients with underlying Crohn's disease compared with 4.8% for idiopathic cases, and patients with Crohn's disease had longer operating times and hospital stays. 33 Evaluate and treat patients presenting with Crohn's abscesses promptly to minimise the risk of sepsis related complications, which can be exacerbated in patients receiving immunosuppressive treatment. 34 Crohn's abscesses are more often associated with fistulas. Antibiotic therapy is used in cases of systemic sepsis and has been used in combination with the patient's normal immunomodulators. 35 36 Patients with underlying Crohn's disease are best managed under the joint care of colorectal surgeons and gastroenterologists. As with idiopathic cases, patients with perianal abscess should have an examination under anaesthesia, and when possible this should be performed by a surgeon experienced in proctology, as the abscesses are often associated with fistulas.
Sources and selection criteria
We searched PubMed from 1970 to 2015 and Embase and the Cochrane Library from inception using the terms "abscess" and "perianal sepsis" (using the Boolean operator AND) and "fistula" (using the Boolean operator OR). The reference lists were also used to identify studies of interest. Two authors (KS, SA) independently identified publications for inclusion, and differences were resolved by discussion. We gave priority to research published in the past five years and highly regarded older publications.
Questions for future research
• What is the true incidence of perianal abscesses and how many abscesses recur?
• What are the risk factors for fistula formation after an abscess, and how can we predict risk?
• Should we look for and treat fistulous tracts at the time of incision and drainage of abscesses?
• Does packing after drainage improve healing rates and quality of life, and is it cost effective?
• How many abscesses are a primary presentation of Crohn's disease?
Additional educational resources
Resources for clinicians 
How patients were involved in this article
A patient commented on both the planning of the article and the subsequent drafts, and the article was edited in line with these comments.
Of particular concern was wound packing and the evidence for the benefits (or lack thereof) of packing the wound and dressing changes in the community.
Education into practice
How quickly can you access specialist referral for patients with a perianal abscess? Table   Table 1| 
